ABSTRACT BACKGROUND We undertook a study to understand how women who are victims of intimate partner violence (IPV) want physicians to manage these abusive relationships in the primary care offi ce.
I n the primary care offi ce, 11% to 22% of women are currently experiencing physical abuse. [1] [2] [3] Studies show that intimate partner violence or abuse (IPV) affects the physical and mental health of victims [4] [5] [6] [7] [8] [9] [10] [11] [12] and of children who witness it. [13] [14] [15] [16] [17] [18] Because IPV is commonplace and the consequences of IPV are serious, professional organizations recommend that physicians routinely screen the woman alone without her spouse or children. [19] [20] [21] [22] [23] The value of screening for IPV when effectiveness has not been proved remains subject to controversy. 24 , 25 Rhodes and Levinson 26 remind us, however, that physicians will continue to see both men and women who are abused and that the recognition of abuse may infl uence the evaluation of the patient' s complaints as well as the outcomes of care.
Studies show that physicians are not screening. [27] [28] [29] The reported barriers
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to screening include time constraints, discomfort with the subject, fear of offending the patient, frustration with patient' s denial, lack of skills and resources to manage IPV, and the fear of opening Pandora' s box. 3, [29] [30] [31] One barrier not mentioned in the literature is that children are often with their mothers in the offi ce. Sometimes children accompany their mothers to her medical appointments (8%), and often mothers bring children to their pediatric visits (85%). 32 The purpose of this study was to understand the preferences of mothers who were IPV victims and the identifi cation and management of their abuse in the health care setting, particularly when their children were present, as well as their experiences in seeking help for themselves.
METHODS Participants
Thirty-two mothers who were victims of IPV and who were staying in local (urban and small-town) shelters or participating in community IPV-support groups in southwestern Ohio were invited to participate in the study through fl yers distributed by agency staff during March 2000 and September 2001. Shelters and support group locations were chosen for their diverse pool of subjects with ethnic (African American or white), geographic (urban and small town), and socioeconomic variation.
Interview Protocol
Interviews were conducted privately without children present by the same female physician. Each interview lasted approximately 1 hour. After obtaining consent and collecting demographic information, the conversation was audiotaped and transcribed. Participants were asked to "describe the situation that brought you here," which usually elicited the abuse story. They were then questioned about their experiences when seeking health care and their preferences about IPV screening in front of their children. Interviews were conducted until we had heard no new information about preferences for screening with the children present (not analyzed in this study). Interview questions are listed in Appendix 1, which is available online at: http:// www.annfammed.org/cgi/content/full/2/3/231/DC1.
Initial Analysis
Using immersion-crystallization techniques, 33 a team of 4 researchers with qualitative experience (2 family physicians, 1 anthropologist, and 1 psychologist) read and coded the 32 transcripts. While performing these initial analyses about the mothers' preferences about screening with the children present, we learned that deciding to come to a shelter or join a support group was a process and that participants had taken a number of steps and weighed a variety of factors, including considering whether their relationships were abusive, before taking action. 34 Given these fi ndings, we reviewed the IPV literature and discovered several models of how victims come to terms with IPV. [35] [36] [37] [38] One model was the stages of change (transtheoretical model), 39, 40 which is familiar to many primary care physicians for helping patients make behavior changes. There are 5 stages of change: precontemplation, contemplation, preparation, action, and maintenance. In attempting to make a change, an person cycles through the stages, often moving back and forth between contemplation, action, and maintenance. 39 The stages-of-change model matches modifi cations in attitude and behavior with tools used by the individual altering his or her behavior. 41 Prochaska et al 39, 40 identifi ed 10 tools that are cognitive-affective or behavioral activities. The cognitive-affective tools (consciousness-raising, dramatic relief, self-reevaluation) are used during precontemplation and contemplation. Behavioral tools are used in the action and maintenance stages. Using the right tool for each stage is important. Several authors have examined the stages-of-change model applied to behavior change in IPV, both with the abuser 42, 43 and the victim. 38, 44, 45 No study has examined the victim' s perceptions of physician management in light of the stages of change. Whereas many factors shape the victim' s process of managing the abuse, the victim clearly has some control over how he or she chooses to respond to the abuse, and it is, therefore, important that victims' processes be carefully described and examined.
Subsequent Analysis of Stages-of-Change Model
To organize this analysis, 33 our team purposefully chose 4 of the 32 transcripts to create an initial codebook. 46 The 4 transcripts were chosen because of the participants' rich descriptions of their experiences, as well as their diverse backgrounds (ethnicity, socioeconomic status, urban and small town, and shelter resident and living with abuser). The team read the 4 transcripts independently, and then met to discuss the initial codebook. The remaining 28 transcripts were then divided between the 4 team members, with the principal investigator (PI) reading all of the transcripts. The PI met with each researcher to discuss coding within the individual transcripts, and disagreements were resolved by consensus. After all 32 transcripts had been read and coded independently and cooperatively by at least 2 researchers, the entire team met again to discuss thematic development. 33, 46, 47 we identifi ed the victims' opinions about the care they received or wished they had received from physicians. Although all mothers had taken the action of seeking help (shelter or support group), some were mandated to do so by the court or child protective service. As a result, victims' stories focused on their early processes of understanding that their relationships were abusive (precontemplation) and of weighing the pros and cons of how to manage the abusive relationship (contemplation). We therefore concentrated on these stages. Victims described a variety of factors that had or continued to affect their decisions. We categorized these into factors internal or external to the abusive family.
Finally, we reexamined our evolving model in light of the stages of change and IPV victims' process literature. Drafts were presented to a convenience sample of 10 primary care physicians who were chosen because of their familiarity with the stages of change. As a result of these meetings, minor changes were made to improve clarity.
RESULTS

Demographics
The mean age of our sample (n = 32) was 32 years (range 18-45 years). The average length of the abusive relationship was 6.7 years, (range 1-8 years); 28% had an ongoing relationship with the abusive partner. Additional demographic information is displayed in Table 1 .
Stages of Change and Physician Management
We organized this section to present 3 insights related to the stages of precontemplation and contemplation: (1) the defi nition, (2) the tools the victim used to make changes during that stage, and (3) management actions by physicians that participants found helpful or thought would have been helpful during a particular stage. Finally we discuss insight about the internal and external factors that affected the victims' management of their abusive relationships. Understanding these factors may give physicians some insight into "why she won't just leave." This participant' s comments suggest that she may not have made the connection between the abuse and her medical condition. Because physicians generally cannot tell which patients are in abusive relationships unless there are warning signs or diagnoses (illnesses frequently found in patients with IPV) or an abusive interaction between the patient and her partner is observed, guidelines recommend routine screening for IPV. 49 Some participants told us that at times they were offended or did not understand why they were asked about abuse. Refl ecting on precontemplation, other participants who were screened by physicians appreciated being asked, and if they had not been screened, they wished that they had been. One participant remarked, "It might have sped up my process."
Precontemplation
Participants also indicated that they wanted IPV pamphlets available in examination rooms and bathrooms. They suggested, however, that doing anything beyond asking the appropriate screening question (raising the issue) and having resources available might be unproductive. Participants wanted physicians to be nonjudgmental and to indicate that screening for IPV was common practice.
Contemplation
During contemplation the victim sees the abusive relationship as a problem and has an increasing awareness of the advantages and disadvantages of change. Contemplation can last for years. 38, 44, 45 In our sample, As this participant' s comment suggests, the abuse is recognized but not divulged. When she was asked why she did not disclose the abuse when she had gone to the emergency department to seek care for an injury, she said, "I lied because I knew I was going back home, and I didn't want, you know, it to fl are up none."
Although this participant clearly had good reason for not divulging the abuse, we found little evidence that such queries were unwanted. In fact, most participants reported wanting to be screened for IPV despite their nondisclosure, as refl ected by her response:
TZ Participants told us that in acknowledging the victim' s emotional distress, the physician provides an opportunity for the victim to be heard and sends the message that the offi ce is a safe place to talk, that help is available.
Another participant described how her physician' s inquiry after observing her husband' s behavior was helpful.
P. He (husband) went to an appointment with me once, and he was drinking … he had attitude. She (the doctor) asked me if I could stay for a breast-feeding class, and she asked me about him. I didn't feel embarrassed.
Participants stressed, however, that these inquiries should be done in a tactful manner, without condemning the partner or blaming the victim.
Disclosure
Once participants began to acknowledge the abuse, they also began to have expectations about how physicians should react to what they learned. We identifi ed 4 expectations that we believed were relevant: affi rm that the abuse is real, know and inform victims about local IPV resources, educate victims about the effects of the abuse on themselves and their children, and document injuries in the medical record.
Participants wanted physicians to affi rm or validate that their relationships were abusive, and that no one, no matter what they did, deserved to be abused.
P Educating victims (consciousness-raising) is critical to helping women in the contemplation stage to move into action. 39, 40 Even in precontemplation, the participant quoted was struggling to understand the link between her irritable bowel syndrome, "being worked up (worried)," and IPV.
One participant talked about the importance of documentation in the medical record for legal purposes.
P. If they see a situation [abuse] like that … make sure that you do something.… Make sure it' s documented.
In contemplation women were aware of the importance of documentation because they looked at legal recourse as an option, but proper documentation is also important in precontemplation.
Safety Assessment and Planning
When we checked our model with physicians knowledgeable about the stages of change, they asked where safety assessment and safety planning fi t in. None of our participants described a physician doing either a safety assessment or reviewing a safety plan, and none volunteered that they wanted this done by physicians. We did not probe about safety issues, however. We did fi nd that some participants did not expect physicians to know much about IPV, as refl ected in one participant' s statement, "…a lot of times people [including physicians] do not know how to handle it."
Factors Affecting the Victim's Process of Changing
Unlike for other behavior changes, such as quitting smoking, which may be seen as predominantly an individual struggle to change, a variety of internal and external factors had affected participants' processes with IPV. Although the IPV victim cannot change the abuser' s behavior, she has some control over her response. Participants described the following factors internal to the abusive family that affected their choices: (1) the victim' s realities (ie, fi nances, education), (2) the abuser and the victim' s attachment vs perceived threat or degree of harm, and (3) the children. These factors appeared to have either helped or hindered participants' efforts to create safety. We will present examples of each.
Victim' s Realities
The victim' s ability to create an independent life for herself and her children depended on such realities as her self-esteem, her health, the support she had from family and friends, her internal resources such as prayer, and her fi nancial situation, which included health insurance, job stability, and level of education. In addition, exposure to IPV as a child or previous abusive relationships seemed to play a role. Here are several examples: P. My self-esteem was so low, I couldn't walk around without looking at the ground because I was afraid he would turn around and backhand me, thinking I was looking at somebody else.
P. I didn't have any friends. He took away all my friends. He didn't let me use the phone, didn't let me go out. (He) took away all of my freedom. P. I am afraid of being alone with my health, I got AIDS, I got diabetes, I got arthritis. I found out I will be blind in my right eye in 2 years. P. I'm really learning to pray every day. Night and day … and that has been my strength and my health. Thank God for that, because sometimes you need something to rely on and depend on.
Participants described seeking support and assistance from family, friends, or community organizations to address these realities, either strengths or defi cits, so that they could move away from their abusive relationships.
Abuser
The intensity of the victim' s attachment to the abuser was balanced against her fear or perceived threat. For example, one participant noted, "I mean it' s almost gotten to the point where I just want to leave, but then, you know, I do love my husband and it' s hard to leave." On the other hand, another participant told us, "I had to leave because for one he was either going to kill me, or I was goin' to wind up seriously [hurt] ... or I was goin' to probably kill him, you know, defending myself."
Children
Participants talked a lot about the role their children played in their management decisions. For example, several talked about being pregnant and waiting until after the child was born to seek help. Others delayed leaving their relationships because a son "adored him [the abuser]" or the victim "wanted a father" for her sons. More than one half of the participants reported seeking help when a child was injured in a fi ght between the adults, when a child commented on the abuser' s behavior ("why do you put up with him?"), or when a child started imitating the abuser ("my daughter started calling me 'stupid bitch' and smacking me"). Another participant told us, "The physical abuse is tolerable compared to the risk of losing my children." The children' s impact on the mother' s process is discussed in another article generated from these data. 34 Our participants also discussed factors external to the abusive family, such as professionals and community organizations that both facilitated and inhibited their attempts to create safety. For example on participant told us: P. I went to the police at one point and asked them for help and they said well … just move out. That was it. They were not helpful at all.
On the other hand, another participant described the acceptance she felt from the IPV advocacy agency:
P
. I went to the IPV support group, and … no matter what I said, I never got any negative feedback. Anything I told them, whether I thought it was dumb, I felt dumb, stupid … they always made something positive out of whatever I said, which was, like, the fi rst time in years.
Other examples of facilitation included a physician who had IPV pamphlets, a helpful interaction with the police, and local laws that convicted the abuser without the victim' s presence. Negative encounters included a physician who did not ask how an injury occurred in a caring manner, or a minister who did not understand IPV and stressed the importance of commitment in marriage. These types of episodes seemed to have temporarily slowed participants' progress toward ending the abuse.
It is important that physicians understand the diverse and competing factors that victims are juggling to understand why "she just doesn't leave." Sometimes the abuse is of lower priority than these other factors, as illustrated in the following comments. Clearly, this participant was thinking about and managing many factors. In addition, participants told us that if physicians pushed them beyond what they were ready for, they "would back out" or "quit coming to the offi ce."
DISCUSSION
We examine how our fi ndings expand current IPV guidelines and differ from other stage-matched IPV models.
Current IPV Guidelines
Guidelines for managing victims of IPV grew out of the emergency medicine literature 50, 51 For the most part, these guidelines recommend screening and identifi cation, safety planning, and referral. 51 These physician interventions are generally targeted to victims who have disclosed the abuse and are seeking options to end the abuse. Based on our data, we are concerned that these guidelines [19] [20] [21] 51 might not adequately outline the management skills physicians need in earlier stages.
During precontemplation and contemplation, victims might not be ready to take such steps as calling a hotline or joining a support group. Instead, in earlier stages victims use cognitive and affective tools: consciousness-raising, dramatic relief, and self-reevaluation. 38 Table 2 displays examples from our data. Consciousness-raising occurs, for example, when physicians screen for IPV. Giving feedback on an abuser' s observed behavior also raises the victim' s awareness about IPV. Dramatic relief happens when a physician verbally recognizes an emotional state or helps the victim express an emotion. These emotions can often be picked up from hints given by the patient. Levinson has called these direct or indirect comments that patients make about the personal aspects of their lives clues. When physicians picked up on clues during a patient encounter, they actually saved time and arrived at a more accurate patient assessment. 52 Self-reevaluation occurs when the patient has enough information to examine her situation and its consequences. Physicians can assist by having resources available and educating about how abuse affects health (her own or her child' s).
Other Stage-Matched Models
The interventions suggested by our participants are sometimes at odds with other proposed stage-matched models. For example, Fraiser et al 45 lists "urge patient to think seriously about the situation" and "develop a safety plan" as interventions during precontemplation. Because our data showed that women have not yet seen the abuse as a problem, "urging the patient to think seriously about the situation" might be seen as too pushy or pejorative toward the abuser. Having pamphlets about safety planning is appropriate, but a discussion may alienate the victim during early stages of change. Table 3 displays physician interventions generated from our data in light of the current IPV guidelines. I had broken my fi nger. The physician said to me, "You can't break your fi nger that way by falling. I understand being afraid." He was real nice. I remember his name. But, he was like; "I understand fear, being afraid." He told me his professional opinion as a doctor seeing an abused woman is that "get help, you know, get out."
Self-reevaluation Assessing how one feels and thinks about the abusive relationship
Clarify values Experiences and feelings I just didn't, you know, want to have that useless, powerless feeling no more. I needed something to gain, and I knew I had to do something to change that, because where I was at was going to [nowhere] and nothing was going to change.
Adapted from Prochaska et al. 40 The 10 tools or processes of change are consciousness-raising, dramatic relief, self-reevaluation, self-liberation, counter-conditioning, stimulus control, reinforcement management, helping relationships, environmental reevaluation, social liberation. IPV = intimate partner violence.
* In this article we focus on the 3 tools used during precontemplation and contemplation by the person trying to change behavior. Defi nitions and physician's interventions are interpreted for IPV. Quotations from our data illustrate the 3 tools.
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Guidelines recommend that physicians do both a safety assessment and help the victim formulate a safety plan when they become aware that a patient is in an abusive relationship, [19] [20] [21] [22] [23] 53 but based on our data, we think that these guidelines are focused on victims in the action stage. A safety assessment includes assessing the victim for concerns of suicide or homicide and determining whether the abuser owns a gun, has made threats about harming the victim, uses alcohol or drugs, or has hurt the children or family pets. 54 During precontemplation or contemplation, the physician can use the safety assessment as an opportunity to raise consciousness and convey to the victim concern about her situation if safety risks are present. If abuse of the children or serious threat of harm is uncovered, then a physician should follow state mandatory reporting statutes and urge the victim to take steps toward assuring her safety. When undertaking these actions, the physician walks the fi ne line of potentially alienating the patient and preserving her safety.
Safety planning includes helping the victim prepare to leave. 54 Although our participants did not ask for safety planning, in a study that surveyed 115 IPV victims who had sought help from IPV agencies, 25% reported safety planning done by a physician and considered it a desirable behavior. 55 Physicians might *Warning symptoms and conditions: injuries (ask about the mechanism of the inquiry, if mechanism does not make sense, consider probing further in a nonjudgmental manner); chronic pain (headache, abdominal pain, including irritable bowel syndrome, pelvic pain, back pain, etc); vague somatic complaints (fatigue, dizziness); mental health issues (depression, anxiety, post-traumatic stress disorder, substance abuse); abuser's inappropriate behavior in the offi ce. 5-12 † Safety assessment: evaluate suicide oe homicide risk (victim and abuser), weapons or threat to use weapons (victim and abuser), drug and alcohol use (victim and abuser), abuse of children, abuse of pets, escalating severity of abuse, threats to life. 49, 54 ‡ Safety plan: where to go, important documents and items to have ready to take with such as keys, medications, children's immunizations, money.
consider doing safety planning with victims who are seeking options to the abuse in the stage of contemplation. Safety plan information should be available in the examination room, but if reviewed too early, such planning may alienate the patient.
Limitations
Our participants had already taken the action step of going to a shelter or joining a support group, so their perspectives might not accurately portray the situation of women currently in abusive relationships who have not sought help. Nevertheless, this study is grounded in the experience of women who have experienced all the stages of change up to action, and our fi ndings provide an important window into how victims want physicians to help them. Participants were interviewed for 2 different issues: (1) desires related to screening and management with their children present, and (2) experience in the health care setting related to their abuse. Data saturation was obtained for the fi rst issue but might not have been reached for the second issue. We believed we had good data for the precontemplation and contemplation stages.
In summary, given physicians' lack of screening and frustration with managing IPV, 3,27-31 we wondered whether tailoring the physician intervention to match the victim' s stage might help to simplify management. Although a review of the literature on stages of change and patient care found no studies documenting evidence of increased effi ciency or patient satisfaction when physicians use stage-matched techniques to help patients manage behavior changes, our discussions with colleagues and other anecdotal evidence suggested that stage-matched interventions might make offi ce visits more effi cient and increase physicians and patients' satisfaction. Given the complexity of the processes of change related to IPV, we hypothesize that stagematched interventions will streamline these processes for both the physician and the patient.
